Before continuing with his investigation, Wiesing examines the theory of normativity and concludes that one cannot speak of just one "ethic of responsibility", but that one has to speak of different concepts of ethics of responsibility in which the notion of responsibility plays an important role. He presents a brief overview of the theories of responsibility of Weber, Weischedel, Picht, Schwartlander, Jonas and Lenk, and examines these different approaches towards the notion of responsibility. Wiesing argues that a number of strands of the philosophical discussion of responsibility cannot be applied to the activities of the physician, especially ontological positions. Responsibility does not demand a predetermined action, but an engagement in reflecting about possible actions in order to accomplish those tasks which cannot be solved, if stringent duties are adopted.
The physician -in his or her relation with the patient -has a threefold responsibility: first, an explicit mode of behaviour, such as non-maleficence, confidentiality, the duty to disclose, and respect for the autonomy of the patient. These modes of conduct can easily be identified at the theoretical level, but in practice they are dependent on the situation. Second, the physician is obliged to act according to the current state of the art and third, despite the uncertainty of the outcome, he or she is obliged to act conscientiously. These three levels are all necessary and not interchangeable. Furthermore the responsibility of the physician should be limited in that the patient must be the primary concern of the physician; social considerations should not influence or interfere with this relationship.
These traditional responsibilities of physicians apply equally to modem medicine. In cases such as euthanasia, abortion or gene therapy, society has the responsibility to decide, whether these means should be implemented, but physicians have the responsibility to determine how they should be implemented.
Wiesing's book is well and consistently structured and written with great clarity. It makes comprehensible and intelligible reading even for the non-philosopher, and would be useful for those interested in their role as physicians. ECKHARD In 1992 a group began a study of the issues delineated in the title of this volume. Sixteen papers represent their opinions on a wide variety of topics, from children to geriatrics, from terminal cancer to lifetime support, from psychological, social and ethical issues to the problems of high-technology, from the moral to the economic. That the group managed to produce so splendid a text in so short a time leads one to think that there had been much previous heart-searching; indeed the depth of the approach speaks profoundly of the pain that has been experienced by these carers, both professional and lay. Perhaps the most startling part of the text comes from the specific American experience of health care. There the high-tech providers appear to be promoting market forces -a frank exploitation among the sick and dying to a degree that demands Senate investigation. British doctors have learned to their cost in the last few years that the National Health Service (NHS) is not immune to market forces and the demand for high-tech medicine is likely to be as strong here as over there.
This being so it behoves us to study the American experience in the light of our own particular situation. Each person in the UK has a personal physician who is able, if not always willing, to visit at home, and in this area there has long been an interchange between the local hospice and the home in the care of the terminally ill. Again, many local areas have had the good sense to maintain the war memorial cottage hospital, albeit updated as a community hospital, for conditions requiring less than the full blown high-tech approach. Staffed by GPs these serve a locality, providing respite care which enables carers to obtain relief from the constant burden of care. Finally, the primary health care team centred on the health centre provides a focus for care between the major hospital and the home. The importance of these features is apparent in view of the American situation where there appears to be no halfway house between the major high-tech institution and the home. Area managers would do well to think hard before closing that inefficient, oldfashioned, ex-workhouse, horrid though it may well be in the light of the stainless steel and flashing diodes of the major centre, for people live and die at the periphery as well as expeditiously in intensive care. Unless it be that with thoughts of their own mortality they rebuild at the periphery, as Oxfordshire has so well achieved.
The immorality of the early discharge and the arrival of high-tech demands on the family are well illustrated by case studies, one of which demonstrates clearly the cruelty of forcing an untrained wife to manage, 24 hours a day, seven days a week, a respirator that is her husband's sole lifeline, waiting day and night for the bleep that indicates a mechanical -or worse an electronic -failure that she is untrained to manage. If the marriage be a good one it will be stretched to cope, if it be average it is severely at risk. Much of the problem arises from the belief that if there is an answer to a problem then the answer must be supplied -life at any cost. Whilst this approach may be right in the relatively young it cannot sensibly be applied to the elderly or the terminally ill. There the requirement is for the best obtainable death not a marathon of misery, a high-tech horror story. This is an important text, worthy of study by both the medical team and the managers. Absorb the detail before concluding it couldn't happen here, for it so easily could. Managerial choice is rarely seen as involving an ethical decision, and if it is then unexamined utilitarian principles rule. It is ironic that Frost's words "take you in" can carry the scent of a con-trick -to be taken in -though con-tricks only work when the victim thinks he or she is getting a better than expected deal. 
